Aims Severely elevated pre-transplant pulmonary vascular resistance (PVR) has been linked to adverse effects after heart transplantation (HTX). The impact of a moderately increased PVR before HTX on post-transplant outcomes remains uncertain. The aim of this study was to investigate the effects of an elevated pre-transplant PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) on outcomes after HTX.
Introduction
Right-sided heart failure is a common complication in the early stage after heart transplantation (HTX) and remainsdespite all medical and technical advances-a main cause for early post-transplant mortality accounting for up to 20% of early deaths after HTX. [1] [2] [3] [4] Already at the beginning of the HTX era, Dr Shumway and his team at Stanford University Medical Center postulated an association between an elevated pre-transplant pulmonary vascular resistance (PVR) and a higher risk for mortality after HTX due to right-sided heart failure. 5 Assessment of PVR is therefore a regular part of the HTX evaluation process and can be determined during right heart catheterization (RHC). 6, 7 According to the International Society of Heart and Lung Transplantation (ISHLT) listing criteria for HTX, a PVR ≥ 400 dyn·s·cm À5 (≥5.0 Wood units) should be considered as a relative contraindication for HTX. 8, 9 Several studies have investigated the influence of an elevated pre-transplant PVR on outcomes after HTX. [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] However, results regarding post-transplant mortality were inconsistent as studies varied in study design, sample size, follow-up, and definition of an elevated pre-transplant PVR. Thus, the detrimental degree of a moderately increased PVR before HTX on post-transplant results remains uncertain. As patients awaiting HTX routinely undergo RHC to measure cardiac haemodynamics, the extent of the very latest PVR before HTX may be more reliable to reflect current physiological properties than the assessed PVR during the HTX evaluation process and may therefore be used as a prognostic marker for early post-transplant survival.
The objective of this study was to analyse the effects of an elevated pre-transplant PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) on outcomes after HTX with a focus on post-transplant mortality including causes of death, duration of the initial post-transplant hospital stay, and occurrence of early atrial fibrillation (AF) after HTX.
Patients and methods

Patients
The ethical principles of the Declaration of Helsinki were followed in this study. Approval was given by the ethics committee of the University of Heidelberg (ethical approval number: S-286/2015; date of ethical approval: 22/06/15). This study included all adult patients (≥18 years) receiving HTX at the Heidelberg Heart Center between 06/1989 and 12/2015 except for patients with repeated cardiac transplantation or ventricular assist device (VAD) due to altered haemodynamics. No patient was excluded because of loss to follow-up or incomplete data as 2 year follow-up data could be obtained in all patients requiring no censoring. Data were taken from medical records and analysed in pseudonymized form. Written informed consent was obtained from patients for inclusion in the Heidelberg HTX registry allowing the clinical and scientific use of data. According to the ethical approval, no additional written informed consent was required for this observational retrospective single-centre study as only routine clinical data were used. [28] [29] [30] [31] [32] [33] [34] The latest RHC before HTX was used to stratify patients based on their pre-transplant PVR, which was classified as follows: normal pre-transplant PVR < 200 dyn·s·cm À5 (<2.5 Wood units); mildly elevated pre-transplant PVR = 200 to 299 dyn·s·cm À5 (2.5 to 3.74 Wood units); moderately elevated pre-transplant PVR = 300 to 399 dyn·s·cm À5 (3.75 to 4.99 Wood units); and severely elevated pre-transplant PVR ≥ 400 dyn·s·cm À5 (≥5.0 Wood units). In an attempt to find the optimal pre-transplant PVR discrimination threshold, we performed a receiver operating characteristic analysis for 30 day all-cause mortality after HTX, which indicated a pretransplant PVR of 285 dyn·s·cm À5 (3.56 Wood units) as an optimal cut-off for HTX listing. In order to provide a prudential cut-off for routine clinical practice, we decided to use a pretransplant PVR of 300 dyn·s·cm À5 (3.75 Wood units). All patients were consequently divided into two groups: patients with a native PVR < 300 dyn·s·cm À5 (<3.75 Wood units) and patients with a native PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units). Then, patients with a native PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) were further stratified into patients with a declining PVR < 300 dyn·s·cm À5 (<3.75 Wood units) and patients with a remaining PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) after application of a vasodilator. Of importance, all patients had a PVR < 400 dyn·s·cm À5 (<5 Wood units) after application of a vasodilator in accordance with the ISHLT listing criteria for HTX. 8, 9 
Follow-up
Patients after HTX were continuously cared for by the medical team of the Heidelberg Heart Center. Patient follow-up was performed in accordance with the standard of care at the Heidelberg Heart Center. Post-transplant treatment of patients with an increased PVR before HTX routinely included volume management, application of oxygen, nitric oxide, iloprost, sildenafil, and inotropes. Patients with beginning transplant failure were routinely treated with an extracorporeal membrane oxygenation, an intra-aortic balloon pump, or a temporary right ventricular assist device to prevent graft failure. During the initial hospital stay, heart rhythm was continuously assessed by monitor telemetry. Additionally, 12lead electrocardiography (ECG) was performed on a regular basis and in case of any noted arrhythmia on telemetry. Before discharge, 24 h Holter recording was performed to detect arrhythmic disorders. Diagnosis of early post-transplant AF (≤30 days after HTX) was based upon all available records pertaining to heart rhythm in the early post-transplant period. After discharge, patients were followed up monthly within the first 6 months after HTX, then bimonthly between months 6 and 12 after HTX, and thereafter usually three to four times annually. [28] [29] [30] [31] [32] [33] [34] [35] [36] 
Post-transplant medication
Cyclosporine A (CsA) and azathioprine were used as the initial immunosuppressive drug regimen at the beginning of the study period. From 2001 onward, azathioprine was subsequently substituted by mycophenolate mofetil, and CsA was consecutively replaced by tacrolimus from 2006 onward. Steroids (prednisolone) were tapered incrementally during the first post-transplant months and were finally discontinued (if clinically possible) 6 months after HTX. [28] [29] [30] [31] [32] [33] [34] [35] [36] 
Statistical analysis
Data were statistically analysed with SAS (Version 9.4, SAS Institute, Cary, NC, USA) and expressed as mean ± standard deviation or as count (n) with percentage (%). In addition, measures of association [hazard ratio (HR) or difference] and 95% confidence interval (CI) were applied. Student's ttest was used for continuous variables and χ 2 test for categorical variables. Post-transplant survival was graphically displayed by Kaplan-Meier estimator. Extensive univariate analyses were performed to test for differences between groups including recipient data, previous open-heart surgery, principal diagnosis for HTX, donor data, transplant sex mismatch, perioperative data, and post-transplant medication including immunosuppressive drug therapy. [28] [29] [30] [31] [32] [33] [34] The influence of an elevated native PVR before HTX ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) on post-transplant mortality was further analysed and adjusted for specific predetermined risk factors by performing a multivariate analysis (Cox regression model). The following six clinically relevant parameters were included based on a predetermined model: native PVR before HTX ≥ 300 dyn·s·cm À5 (≥3.75 Wood units), recipient age (>60.0 years), coronary artery disease, previous openheart surgery, donor age (>40.0 years), and ischaemic time (≥240 min). In order to avoid biased regression coefficients and to ensure a stable number of events (deceased patients) per analysed variable, no further clinically less relevant parameters were included in this multivariate analysis. [28] [29] [30] [31] [32] [33] [34] Given the long study period, a sensitivity analysis was carried out to test the robustness of the study results and to investigate a possible era effect. Therefore, as the initial standard immunosuppressive drug therapy was changed during the study period, a subgroup analysis was performed with patients receiving CsA and azathioprine. Additionally, potential differences in outcomes between patients with and without a native PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) were investigated using data from the RHC at the time of HTX listing vs. the latest RHC before HTX.
The primary outcome of this study was post-transplant all-cause mortality. Secondary outcomes included length of the initial hospital stay and occurrence of AF within 30 days after HTX (30 day post-transplant incidence), which was defined as ECG/Holter proven AF lasting 30 s or longer. Additionally, the causes of death within 30 days after HTX were investigated in the following categories: transplant failure (defined as failure of transplant from any cause), acute rejection, infection/sepsis, malignancy, and thromboembolic event/bleeding.
Results
Baseline characteristics
A total of 561 patients with a mean time interval of 52.3 ± 46.3 days between the latest RHC before HTX and HTX were included in this study. The selection process is displayed in Figure 1 . Hereof, 467 patients (83.2%) had a pre-transplant PVR < 300 dyn·s·cm À5 , and 94 patients (16.8%) had a pretransplant PVR ≥ 300 dyn·s·cm À5 . No statistically significant differences between both groups were found concerning recipient data, previous open-heart surgery, principal diagnosis for HTX, transplant sex mismatch, or perioperative data. Patients with a PVR ≥ 300 dyn·s·cm À5 had a significantly higher mean donor age (43.9 ± 12.5 vs. 39.7 ± 13.4 years, difference: 4.2 years, 95% CI: 1.4-7.0 years, P < 0.01) and a higher percentage of donors >40 years (70.2 vs. 53.3%, difference: 16.9%, 95% CI: 6.6-27.2%, P < 0.01). Both groups showed no significant differences in donor male sex or donor body mass index. Baseline characteristics are shown in Table 1 .
Initial medication after heart transplantation
A comparison of the immunosuppressive drug therapy indicated no statistically significant differences between groups concerning the administration of CsA, tacrolimus, azathioprine, or mycophenolate mofetil. Additionally, no statistically significant differences between both groups were found in the use of acetylsalicylic acid, beta-blockers, ivabradine, calcium channel blockers, angiotensin-converting enzyme inhibitors/sartans, or statins. The initial immunosuppressive drug regimen and medication after HTX is shown in Table 2 .
Outcomes after heart transplantation
Primary outcome
Regarding the primary outcome of the study, patients with a native PVR ≥ 300 dyn·s·cm À5 had a significantly higher 30 day post-transplant mortality (25.5 vs. 6.4%, HR: 4.4, 95% CI: 2.6-7.6, P < 0.01), 1 year post-transplant mortality (52.1 vs. 16.1%, HR: 4.2, 95% CI: 2.9-6.0, P < 0.01), and 2 year posttransplant mortality (58.5 vs. 19.3%, HR: 4.1, 95% CI: 3.0-5.8, P < 0.01). All-cause mortality after HTX is shown in Table 3A .
Kaplan-Meier survival analysis showed an inferior survival after HTX in patients with a native PVR ≥ 300 dyn·s·cm À5 (P < 0.01). Additionally, patients with a native PVR ≥ 300 dyn·s·cm À5 and a remaining PVR ≥ 300 dyn·s·cm À5 after application of a vasodilator had an inferior survival after HTX compared with patients with a native PVR ≥ 300 dyn·s·cm À5 and a declining PVR < 300 dyn·s·cm À5 after application of a vasodilator (P < 0.01). Kaplan-Meier estimators are displayed in A stratified survival analysis showed that patients with a native PVR < 300 dyn·s·cm À5 had the highest 30 day posttransplant survival (93.6%), followed by patients with a native PVR ≥ 300 dyn·s·cm À5 and a declining PVR < 300 dyn·s·cm À5 after application of a vasodilator (90.2%). Patients with a native PVR ≥ 300 dyn·s·cm À5 and a remaining PVR ≥ 300 dyn·s·cm À5 after application of a vasodilator had the lowest 30 day post-transplant survival of all groups (55.8%). Survival after HTX by native PVR and PVR after application of a vasodilator is provided in Figure 4 .
Fifty-four patients (9.6%) died within 30 days after HTX. In the PVR < 300 dyn·s·cm À5 group, 30 patients (6.4%) died, while 24 patients (25.5%) passed away in the PVR ≥ 300 dyn·s·cm À5 group (difference: 19.1%, 95% CI: 10.0-28.2%, P < 0.01). Concerning the causes of death after HTX, significantly more patients died from transplant failure in the PVR ≥ 300 dyn·s·cm À5 group within 30 days after HTX (21.2 vs. 4.1%, difference: 17.1%, 95% CI: 8.7-25.5%, P < 0.01). This significant difference remained unchanged 1 year after HTX (27.7 vs. 5.4%, difference: 22.3%, 95% CI: 13.0-31.6%, P < 0.01) and was still found 2 years after HTX (28.7 vs. 6.4%, difference: 22.3%, 95% CI: 12.9-31.7%, P < 0.01). There were no significant differences between groups regarding the causes of death within 30 days after HTX in terms of acute rejection, infection/sepsis, malignancy, or thromboembolic event/bleeding. Causes of death within 30 days after HTX are shown in Table 3B .
Secondary outcomes
In terms of secondary outcomes, 69 of 561 patients (12.3%) had early post-transplant AF within 30 days after HTX. Patients with a PVR ≥ 300 dyn·s·cm À5 had a higher percentage of AF within 30 days after HTX (20.2%) in comparison with patients with a PVR < 300 dyn·s·cm À5 (10.7%, difference: 9.5%, 95% CI: 0.9-18.1%, P = 0.01). Before HTX, 248 of 561 patients (44.2%) had diagnosed AF. There was no significant difference between patients with or without a PVR ≥ 300 dyn·s·cm À5 in the rate of diagnosed AF before HTX (P = 0.14).
Regarding the length of the initial hospital stay after HTX, there was no statistically significant difference between both groups (43.3 ± 19.6 vs. 40.7 ± 27.7 days, difference: 2.6 days, 95% CI: À3.4 to 8.6 days, P = 0.38). Likewise, the median length of the initial hospital stay was comparable between both groups (39 vs. 38 days with an inter-quartile range of 34-49 vs. 29-51 days). Secondary outcomes after HTX are given in Table 3C .
Multivariate analysis for post-transplant survival
A multivariate analysis for mortality within 30 days after HTX was performed with the following six clinically relevant variables: native PVR before HTX ≥ 300 dyn·s·cm À5 (HR: 4.4, 95% CI: 2.5-7.6, P < 0.01), recipient age >60.0 years (HR: 1.2, 95% CI: 0.6-2.2, P = 0.61), coronary artery disease (HR: 0.7, 95% CI: 0.4-1.2, P = 0.20), previous open-heart surgery (HR: 1.8, 95% CI: 0.9-3.3, P = 0.08), donor age >40 years (HR: 1.1, 95% CI: 0.6-1.9, P = 0.76), and ischaemic time ≥240 min (HR: 0.6, 95% CI: 0.3-1.2, P = 0.16). Multivariate analysis for mortality within 30 days after HTX is provided in Table 6 .
Sensitivity analysis
A sensitivity analysis to test the robustness of the study results and to investigate a possible era effect was carried out with a subgroup of patients receiving CsA and azathioprine [263 of 561 patients (46.9%)]. This analysis showed similar results in terms of the primary outcome (post-transplant mortality) and the secondary outcomes (length of the initial hospital stay and occurrence of AF within 30 days after HTX) confirming the robustness of the study results and minimizing the likelihood of an era effect. In regard to potential differences in outcomes between patients with and without a native PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units), data from the RHC at the time of HTX listing vs. the latest RHC before HTX were compared. Overall conclusions did not change, but effects were more pronounced in the RHC group close to HTX, which is in line with our initial assumptions.
Discussion
Influence of an elevated pre-transplant pulmonary vascular resistance on outcomes after heart transplantation
In heart transplant recipients with an elevated pre-transplant PVR, the right donor ventricle that was formerly used to a normal PVR is now exposed to an increased PVR. 15 It requires a great effort from the right donor ventricle to pump against a high-resistance pulmonary circulation and can potentially lead to acute right ventricular dilatation and ultimately right-sided heart failure. 5, 15 Adequate assessment of pretransplant cardiopulmonary haemodynamics including PVR is therefore essential to analyse the suitability of patients for HTX and to reduce the risk of right-sided heart failure after HTX. 15
Length of the initial hospital stay and early atrial fibrillation after heart transplantation
The presence of an elevated PVR has been associated with an increased risk for hospitalization and prolonged hospital stays in non-transplant patients. 37, 38 We could not detect a statistically significant difference between patients with and without a PVR ≥ 300 dyn·s·cm À5 in the length of the initial hospital stay after HTX. This may be due to the fact that patients with a PVR ≥ 300 dyn·s·cm À5 had a considerably higher 30 day mortality after HTX. An increased in-hospital mortality causes a decrease in length of the initial hospital stay and could have therefore affected this outcome. Cardiac arrhythmias, including AF, have been linked to an increased PVR. [39] [40] [41] Patients with AF show a higher risk for morbidity especially for thromboembolic complications such as transient ischaemic attack or stroke. 42 Several studies have even reported an inferior survival in patients with AF after HTX. 32, 43, 44 In the initial period after HTX, the right donor ventricle in patients with an elevated pre-transplant PVR is subject to considerable changes in the cardiopulmonary physiology including pulmonary hypertension, hypoxemia, hypercarbia, and acidosis. Especially the concomitance of an elevated PVR and increased oxidative stress can provoke the occurrence of AF. 34, 45, 46 We found a significantly higher percentage of early AF after HTX in patients with a PVR ≥ 300 dyn·s·cm À5 . Given the increased mortality after HTX in patients with early posttransplant AF and the AF-associated risk for thromboembolic complications, patients with a PVR ≥ 300 dyn·s·cm À5 should be closely watched with ECG and Holter monitoring for the occurrence of early AF after HTX. 32, 34, [42] [43] [44] 
Mortality and causes of death after heart transplantation
The influence of an elevated pre-transplant PVR on outcomes after HTX has been evaluated by multiple studies. 4,10-27 However, the association between an elevated PVR and increased mortality after HTX remains indeterminate as some studies reported an increased post-transplant mortality in patients with an elevated pre-transplant PVR, 4, 11, 13, 14, 19, 22, 27 whereas other studies showed no difference. 17, 18, [23] [24] [25] [26] Murali et al. 15 reported an increased 2 day mortality after HTX in patients with a pre-transplant PVR ≥ 400 dyn·s·cm À5 ; however, no difference in 30 day mortality after HTX was found. Many of these studies were rather small single-centre studies and varied in study design, sample size, follow-up, and definition of an elevated pre-transplant PVR.
A recent large multi-centre study of the United Network for Organ Sharing registry by Vakil et al. 27 showed an elevated pre-transplant PVR ≥ 200 dyn·s·cm À5 as a significant predictor of 30 day mortality after HTX. Furthermore, analysis Patients with a native pre-transplant PVR ≥ 300 dyn·s·cm À5 (≥3.75 WU) showed a worse 2 year survival after HTX (P < 0.01) in comparison with patients with a native pre-transplant PVR < 300 dyn·s·cm À5 (<3.75 WU). dyn, g·cm·s À2 ; WU, Wood unit (≙ 80 dyn·s·cm À5 ).
of subgroups revealed a significantly inferior 30 day posttransplant survival in patients with severely elevated pretransplant PVR ≥ 400 dyn·s·cm À5 in comparison with patients with normal pre-transplant PVR < 200 dyn·s·cm À5 . However, the authors did not detect a significant difference in 30 day mortality after HTX when collating the results of patients having normal pre-transplant PVR < 200 dyn·s·cm À5 with patients having mildly/moderately elevated PVR between 200 and 400 dyn·s·cm À5 . Unfortunately, there was no reported comparison in terms of short-term mortality between patients with normal or mildly elevated pre-transplant PVR < 300 dyn·s·cm À5 and patients with a moderately elevated pre-transplant PVR ≥ 300 dyn·s·cm À5 . Therefore, the influence of a moderately elevated pre-transplant PVR on mortality after HTX remains uncertain. 10, 22, 27 Chang et al. 22 showed in a single-centre study an increased risk of mortality after HTX with each 80 dyn·s·cm À5 increase in pre-transplant PVR. In contrast, Addonizio et al. 10 found in another single-centre study no correlation between the degree of an elevated pre-transplant PVR and mortality after HTX. A large multi-centre study of the ISHLT registry reported a linear correlation between pre-transplant PVR and 1 year mortality after HTX. 4 These findings suggest that even moderately increased levels of pre-transplant PVR may be associated with reduced survival after HTX.
Univariate and multivariate analysis showed a significantly increased 30 day mortality after HTX (25.5 vs. 6.4%) in patients with a pre-transplant PVR ≥ 300 dyn·s·cm À5 along with a higher percentage of death due to transplant failure. Furthermore, Kaplan-Meier survival analysis showed an inferior 2 year survival after HTX in patients with a pre-transplant PVR ≥ 300 dyn·s·cm À5 . This is in line with findings by Delgado et al. 19 reporting an increased 30 day mortality after HTX (24.4 vs. 5.6%) and by Costard-Jäckle et al. 14 describing an increased 3 month mortality after HTX (17.9 vs. 6.9%) in patients with an increased pre-transplant PVR > 200 dyn·s·cm À5 .
Our study did not include patients with implanted VAD before HTX as those cause a change in haemodynamic parameters. 3, [47] [48] [49] [50] Previous studies reported a decrease of PVR in patients with VAD implantation who were initially rejected for HTX listing due to severely elevated PVR eventually enabling candidacy for HTX. 3, [47] [48] [49] [50] However, results regarding an improved survival after HTX in these patients compared with patients with an elevated PVR without former VAD implantation were inconclusive. 3, [47] [48] [49] [50] Further therapeutic options for patients who are not eligible for regular HTX listing due to increased PVR cover heterotopic HTX or combined heart and lung transplantation but have a worse prognosis than standard orthotopic HTX. 2, 25, 49 Altogether, we found an increased short-term and midterm mortality after HTX along with a higher percentage of Figure 4 Overview of post-transplant survival stratified by native pre-transplant pulmonary vascular resistance (PVR) and pre-transplant PVR after application of a vasodilator. Patients with a native pre-transplant PVR < 300 dyn·s·cm À5 (<3.75 WU) had the best 30 day and 1 and 2 year survival after HTX, whereas patients with a native pre-transplant PVR ≥ 300 dyn·s·cm À5 and a remaining pre-transplant PVR ≥ 300 dyn·s·cm À5 (≥3.75 WU) after application of a vasodilator had the worst 30 day and 1 and 2 year survival after HTX. dyn = g·cm·s À2 ; WU, Wood unit (≙ 80 dyn·s·cm À5 ). ). death due to transplant failure in patients with a moderately elevated pre-transplant PVR. As survival after HTX may be affected by several risk factors and transplant failure after HTX is multifactorial, it is uncertain whether these findings can be applied to all patients who received HTX. Moreover, the therapeutic effects of applied pharmacological agents of vasodilation after HTX on survival in patients after HTX require further investigation in future studies.
Study limitations
Our findings were derived from a large observational retrospective single-centre registry. Given the retrospective, nonrandomized study design, results should be interpreted with caution as the study design carries certain limitations and may be subject to unmeasured confounders. This retrospective study cannot proof or disproof a causal relationship between an elevated pre-transplant PVR and an increased mortality in patients after HTX but merely indicates an association between the two. Despite its limitations, our analysis provides important and reliable information to the existing body of evidence. This large single-centre study included a total of 561 patients with a complete 2 year follow-up after HTX, which is comparable in participant numbers to multicentre studies. Furthermore, the used study design has the advantage of a standardized centre-specific pre-transplant, peri-transplant, and post-transplant course of treatment and follow-up of patients after HTX. These positive aspects should be balanced against potential disadvantages. [28] [29] [30] [31] [32] [33] [34] [35] [36] This analysis included patients receiving HTX at the Heidelberg Heart Center between 06/1989 and 12/2015. Because of the long study period, a possible era effect due to changes in medical care may have affected outcomes. As the initial standard immunosuppressive drug regimen was changed during the study period, a sensitivity analysis including a subgroup of patients with CsA and azathioprine was carried out to investigate a possible era effect and to test the robustness of the study results. This analysis showed similar results. A further change of medical treatment during the study period was the clinical introduction of ivabradine in 2006, which is used for heart rate reduction in patients after HTX. However, there was no significant difference in the use of ivabradine between both groups. 33, 34 Finally, our results should be considered as hypothesis generating, especially in terms of post-transplant survival as multiple factors may affect survival after HTX. Thus, to confirm our results, further large prospective multi-centre trials are preferable to analyse the influence of an elevated pretransplant PVR on outcomes after HTX. [28] [29] [30] [31] [32] [33] [34] 
Conclusions
Patients with a pre-transplant PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) had an increased 30 day mortality after HTX driven by a higher rate of death due to transplant failure. Multivariate analysis showed a PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) as an independent risk factor for impaired post-transplant survival with a more than four-fold increased risk of death within 30 days after HTX. Kaplan-Meier estimator additionally showed an inferior post-transplant 2 year survival in patients with a PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units).
Furthermore, patients with a PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) had a higher incidence of AF within 30 days after HTX, whereas there was no significant difference between groups regarding the length of the initial hospital stay after HTX.
In summary, an elevated pre-transplant PVR ≥ 300 dyn·s·cm À5 (≥3.75 Wood units) is associated with early post-transplant AF and an inferior post-transplant survival along with a higher percentage of death due to transplant failure. 
